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Surveyor; 19076
A receriification survey was conducted from Jung
25, 2007 thru June 26, 2007, The survey was
initlated using the fundamental survey process;
however, as a rasult of the review of unusual
incident reports and interviews, it was deacided to
extend the survey procsss in the area of Client _
Pratections. A randam sample of three clients 3 iR
was selected from a resident population of six A I P
males with various dissbllities, The survey & gigﬁ >
findings were hased of observations in the group: o BER
homa and three day programs, and Intsrviews ' :}; AR
with clients, residential, day program, nursing and 1 Beas
administrative staff. Review of raconds, including 1 | EEOA
investigations of unusual incldents was also GamD
eondueted. The survay findings determined that R =
the facility failed to substantially comply with the o =
Condition of Participation in Client Protection, C
W 104 483.410(e)(1) GOVERNING BODY W 104
“The governing body must exercise general policy,
budget, and operating direction over the facility.
This STANDARD is not mat a5 evidenced by:
Surveyor: 18076
Based on obsarvations, Interviews snd review of
records, the facility's governing body provided
genaral oparafing direction aver the facility,
except In the following areas:
The finding includes;
The governing body failed {0 ensura the
mumfsynscﬁh-_s OR PRC;QERI PPLIER Rzyﬁ?ﬂﬁwﬁs SIGNATURE TITLE (5 DAT

Any daﬁc{ancy-slnfamant anding with an szlersk (%) denates a deficdency which the nsHtulion may be. excused from comecting providing It is determified that
other safequards provide oufficient protsetion ta the patients, {See nstrustidnz) Excapt for aureing homes, the findings states above ara disclosable B0 daye
Tollewing the dete of survay whether or nat a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciozable 14
days follawing the dale these dacuments afe mada available to the fadity. 1f deflelencles are cited, an approved plan of corection is reguisita ta contiued

pregrem paricipation,
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maintenance of the facility's enviconment, as
evidenced by:
a. Peeling paint around the exterior front window Peeling paint around the exterior front window
frame; frames, panel next to the front door and
- _ exterior front panels next to the gutters on the
b. Pesling paint around the exterior front panel front of the facility has been scraped and
next to the front door of the facility; repamted.
c. Broken chair in the backyard; The broken chair in the backyard has
. been discarded.
d. Peeling paint on the exterlor front panels next
to the guttsrs on the front of the facility; and See both A md,B'
The rusted areas on the backyard fence has  17/31/07.0
€. Rust on fence posts in the backyard. been removed and rep_lacad with new fat_lcing- ngoing
W 120 | 483.410(d){3) SERVICES PROVIDED WITH W 120 [The house manager will complete a routine
QUTSIDE SDURCES environmental check and forward all requests

for repairs to maintenance.
The facility must assure that outside services:
maset the needs of each client

A current mealtime protocol has been
. forwarded to Client # 1°s day program. The |//16/ 07- -
This STANDARD is not met as avidenced by QMRP met with day program staff to discuss  [Ongoing
Surveyor: 18076 the nutritional needs of Client #1. QMRP will
ensure that Client # 1 is effectively monitored
m his day program by visiting routinely and
providing ongoing training as necessary
regarding Client # 1°s support needs.

Basad on nbservatians, staff interview, and
record review, the facility falled to effectively
manitor each client's day program to assure that
the neads were met for one of three clients in the
sample, (Clignt #1 )

The finding Includes:

Observation duting the lunch mealtirne at the day
Program on June 25, 2007 at approximately 12:15
PM revealed that Cliens #1 was served a purced
dietin @ sectioned paper plate, Further
vbservation revealed that Client #1 was eating at
& very rapid pace and was verbally prompted to
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slow down his eating pace. The client complied

j and than suddenly got put of his chair holding his -
i plate while continuing to consume the food. The
staff physically/verbally had to stop the client from
egting and retum to the table for the remainder of
his meal. In an interview with the day program
staff, on June 25, 2007 at approximatgly 12:25
PM, it was acknowledged that Client#1 was ona
ground diet, Further inferview ravealaed that Client
#1 did have a currant meaiime protocol dated
February 5, 2007 which indicated that the client
was on & ground diat. Review of the Nutrition
Assessrment, dated January 24, 2007, on Juna

.| 26, 2007 at approximatsly 2:30 PM revealed that
“based on the December 10, 2006, swallowing
study Client #1 was recommended an 1800
calorie, low fat, low chelesterol, no added salt
gmund diet moistened with gravy digf*, There

; was no evidence Client #1 was served a ground

' diet as recommended by the nufritionist in the day
program.

- W22 483,420 CLIENT PROTECTIONS W 122
The facility must ensure that specific client 5;5 gr:n‘(;;ll;;p OI;S?;,;O W120, W49, W153,
protections requirements are met g and W263.

This CONDITION is not met as evidenced by:
Surveyor; 19076

Based on intendew and record review, the facility
failed to effectively monitar each client's day
program to assure that the distary needs weara
met for Client #1[Refer io W120); the facllity fajled
to ensure that systams had been developed and
implemented o establish and implemeant policies
that ansure each client's health and safety [Refer
1o W149]; falled to ensure the immediate
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nofification of the State officiats of injuries of
unknown crigin &and emergency medical services
[Refer to W153]; and failed to thoroughly
investigate injuries of unknown origin [Refer to
W154) ; falled to ensure effectively trained staff to
implement emergency measures [Refer to
W132]; failed to ensure that resirictive programs
were used only with written consents [Refer to
W263).

The effects of these systemic practices resulted
In the failure of the facility to protect ita clients
from potential harm and to ensure their general
safety and well being.

W 124 | 483.420(a)(2) PROTECTICN OF CLIENTS
RIGHTS

The faclliity must ensure the rights of ai| clients.
Thersfore the facility must inform each client,
parent (if the client is & minor), or lzgal guardian,
of the client's medical candition, developmental
and behavioral stafus, attandant risks of
treatment, and of the right to refuse treatment.

This STANDARD s not met as evidenced by:
Surveyor: 18076 _

Based on observation, inferview and recond
verification, the facility falled to ensure the right of
=ach client or thelr legal guardian to be informed
of the client's medical condition, developmental
and behavioral status, aftendant riske of
treatment, and the right to refuse trestment for
ons of two clients in the sample, (Client #3 )

The finding includes:

Observation of the siianlng medication

w122

W 124

Assessment for legal guardianship will be completed
for client #3 and pursvance for gnardianship will
occur based on the assessed needs of Clients #3.

7/31/07-Ong
oing

Additionally, QMRP will continue to ensure that
family members are fully knowledgeable and
understand the rights of the clients. QMRP will also
ensure documentation of information regarding all
efforts to involve family members in the decision
maling process as well as ongoing measures (ji.¢.,
Human Rights Committee Reviews to discuss risk
—vs- benefits) to ensure protection of their rights.

QMRP will continue to pursue securing legal
advocacy, as well as, guardianship resources through
the quality trust, courts and other applicable
services, based on the individual needs for each
client. Documentation of these ongoing efforts will
be maintained in the client records.

Client #3°5 psychotropic medication. regimen will

continue to be evaluated montbly by the psychiatrist
and psychiatric evaluations reviewed and updated
er individual assessment and need )
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administration on June 25, 2007 at approximately
3:55 PM, revealed Client #3 tecaived Risperdal
1.5 mg and Trazadone 150 mg by mouth.
Interview with the nursing staff on .June 25, 2007
at approximately 6:05 PM revealad that these
medications alnng with Haldol Deconoate 100 mg
IM every two weeks was prescribed for behavior
management. Review of the Clienf#3' s
physicians orders dated June 1, 2007 an June 25,
2007 at approximately 3:50 PM revealzd that
Risperdal 1.8 my and Trazadons 160 mg by
mauth twice a day and Haldol Deconoate 100 mg
IM every two weeks was incorporatedina .
Behavior Support Plan (BSF) dated February 21,
2007, 1o address behaviors gssociated with
elopement and physical aggression. Interview
with the House Manager on June 26, 2007 =t
approximately 3:55 PM revealed that Client #3 did
‘not have a tegal guardian or surrogate declsion
maker, The revisw.of Cliant #3's Psychological
Assessment dated February 4, 2007 on June 28,
2007 at approximately 4:50 PM indicated that he
doss not avidence the capaclty to make
independent decisions on he behalf regarding his
habilitation planning, placement, treatment,
financial and medical matters and can not giva
informed consent, There was no documented
evidence that the faclity Informed Client #3 or a
Iegally-authorized representative, as appropriate,
of the health benefits and risks of treatment
assooiated with the use of his psychotropic
madications and correspending BSP,
Additionally, the facility failed to provide evidence
that sybstituted consent had been obtained fram
a legally recognized individual or entity.

W 14D | 483.420(d)(1) STAFF TREATMENT OF W 149
CLIENTS v

Ths facility must develop and implemsnt writtzn
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pulicies and procedures that prohibit
mistreatment, neglect or asbuse of the client.

This STANDARD is-not met a5 evidenced by:
Survayor: 18076

Based an staff interview and record review, the
Tacility alled to develop and implement its
established policies to ensure tha health and
satety for six of the sis clianis in the sample.
(Client #1,#2,#3 #4 #5 and #8)

The finding includes;

1. Cross refer to W153. The facility failed to
davelop a policy on reparting ingidents that pose
a risk to client health or safety to governmental
agenciez, as required by DG regulation (22
DCMR Ghapter 35 Section 3519.10) as
evidenced by;

Interview with tha Qualified Mantal Retardation
Professional (QMRP) on June 25, 2007 at
approximately 4:15PM revealed that the faculity
did not report incldents that posed a risk to eljsnt
health or safety to the Department of Health
(DOH). Review of the faciiity's “Incident
Management Palicy” on June 25, 2007 at
approximately 4:25PM revealed that allegations

of abuse, neglact and mistraztment are 14 be

reported na later than eight hours to the DOH,
Thers was no documented avitdenced that the
facliity reported incidents that posed arisk to
cllent health or safaty to the DOH,

2. The facility fsiled to implement thel policy on
reporting incidents of neglect to governmental
agencies, as required by DC regulation (22

PORM CME.2867 (02-99) Previnys Varslang Oh=nlata

W 149

* |meidents following regulatory guidelines. Incidents

The Program Director will revise and clarify the
agency’s Policies and Procedures to further address
identification, classification and handling of

7/31/07

will be managed in accordance with DC regulation
22 DCMR Chapter 35 Section 3519.10. StafFwill
be re-trained on the incident reporting procedures.
The incident alleging abuse and neglect for Client #
3 will be forwarded to DOH.

|

Evant ID; QKER1Y
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DCMR Chapter 35 Saction 3519.10) as
evidenced by:

Interview with the House Manager sn June 28,
£007 at approximataly 4:20 PM revealed that the
facility did report allegations of neglect no later
than ejght hours to the DOH. Review of an
unusual incident report dated May 25, 2007 on
Juna 25, 2007 at approximately 1D:19AM
revaaled that Client #3 who had one to ane
staffing eloped from the facilty on that date. There
was no documented evidenced that the DOH was
notified of the incident,

reporting incidents of abuse to governmentat
agencias, as requirad by DC regulation (22
PCMR Chapter35 Section 3579.1 0) as
evidenced by:

Review of an unusua incident report dated March
2, 2007 on June 25, 2007 at approximately §0;19
AM revealed that Clisnt #3 was pushed by Diract
Care Siaft #1 after the client spat on the direct
care staff, interview with the House Manager on
-June 25, 2007 at approximately 10:20 AM
revealed that Direct Care Staff #1 was
immedlately remaved from duty and subsequently
terminated her employment fram the facility,
Review of the facility's "Incigant Management
Palicy" on June 25, 2007 at approximately
4:25PM revealed that allegations of abuse,
neglectand mistreatment are to be reported no
|ater than eight hours to the DOH. There was no
documented evidence that this Incldent had been
reparted to governmental sgencies as required,

483.420(d)(2) STAFF TREATMENT OF
CLIENTS

W 148

w153

See pﬁge 6
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The facllity must ensure that all allegations of
-mistreatment, neglact or abuss, as wall as
injuries of unknown source, are reported
 immediately to the administrator or to othar
officials In accardance with State law through
establishad procedures.

This STANDARD is-not met as evidenced by:
Surveyor; 18078

Hased on interview and record revisw, repart
Incidents that pasa = risk to client health or safaty
o govemmental agencies, as required by DG
reguiation (22 DCMR Chapter 25 Section

3519.10).

The ﬁndmgs include: Reference responses to W149 7/31/07
1. Review of an unusual Incident report dated
June 20, 2007 on June 25, 2017 at approximately
T0:15 AM ravealed that Client #2 was diseovered
to hava a bruise an his right arm. interview with
the Hause Manager on June 25, 2007 at
approximately 10:16 AM revealed she'was aware
of the incidant and that the facility's incidant
manager had forwarded the incident to the
Dapartment of Health (DOH). There was no
documented avidence that this incident had been
repared to gevernmenta) agencies es reguired,

s . - T "‘J
Additionally, QMRP will ensure that all incidents
Teports are generated to all pertinent parties and 1
investigated according to policy and procedure.

2. Review of an unusual incident report dated
May 25 2007 on June 28, 2007 at approximata)y
10:17AM revealed that Cllent #3 whe had one ta
one statfing eloped from the faciity on that date,
Interviaw with the Mouse Manager on June 25,
2007 at epproximately 4:20 PM ravesled that
Direct Care Staff #2 was placed an administrative
leave, Review of a progress nate dated May 23,

FORM CMS-ZSE7(02-98) Previour Varsions Obsalsle Evant I0: QKCR1Y Fedily ID: bRG174 If eontinuation sheet Fage 8 of 24
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2007 on June 28, 2007 at approximatsly 3:00PM
revegled that when Client#3 returned to tha
facliity on May 25, 2007, his left knee and ankle
was swollen. There was ne documented evidencs
that this incident had been reported fo
governmental agencies as required,

 [NGte: Review of & progress note dated May 25,
2007 on June 26, 2007 at approximately 3:00PM
revaaled that when Clisnt #3 returned to the
facility on May 25, 2007, with @ swolien_left knee ,
Review of @ radlotogy report of the right/left knees
dated June 4, 2007 on Juna 26, 2007 at
approximatsly revealed that the Client #3 had not See page 8
sustained any fractures to the knees)

3. Review of an unusual incident report dated

| May 38, 2007 on June 26; 2007 at approximately
| 9:2Z PM revealed that while at the day program
Client #1 was discovered to have a "purple bruise
om his left pinky and ring finger". Further review
revealed that Client #1 was sent to the emerency
room and was ireated and releassd with a finger
splint. interview with the House Manager on June
25, 2007 at approximately 5:23 PM revealed that
the incident had been forwarded to the facllity's
Incident manzgement coordinator. Thera wags ne
documented evidence that this incident had been
reparted to governmental agencies as required,

4. Review of an unusual Incldent report dated
May 1. 2007 on June 28, 2007 at appraximately
10:17 AM revealed that Client #6 susteined cute
on the fingers of the left hand, intsrviaw with the
House Manager en June 25, 2007 at
approximately 10:18 AM revealed she was aware
-of the incident and that the facllity's Incident
manager had forwarded the Incldent ta tha
Deparment of Health (DOH). There was no

FORM CMS-2567[D2-B9) Fravious Varslong Obsglele Evant ID: QKCR1TY Facllity ID; 03G174 If contnuation shest Page 9 of 24
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5 Reviaw of an unusual incident report dated

Continued From page 9

documented evidence that this incident had been
reported to govemmental agencies as required.

April 24, 2007 on Jung 25, 2007 at approximately
10:18 AM revealeqd that Client #5 fall half-way
down some staires and than hit his left hand on
the doors plate glass which broke and he was
sent to the emerency room. Further review
revealed that the client was treated and released
withaut sutures. Intsrview wiihy the House
Manager on June 25, 2007 at approximately
10:20 AM ravealed she was aware of the Incident
and that the facility's incident mansger had
forwarded the incident to the Department of
Health (DOH). There was no dosumented
@vidence that this incident had been reported to
govemmental agencles as reguired.

8. Raview of an unusual incident report dated
March 2, 2007 on June 25, 2007 at BEpproximately
10:22 AM revealed that Client #3 was pushed by
Direct Care Staff #1 after the client spit-on the
direct care staff. Interview with the House
Manager on June 25, 2007 at approximately
10:23 AM ravealed that Direct Cara Staff #1 was
Immediately removed fram duty and subsequently
terrinated her employment from the facility.
‘Thare was nu documented evidence that this
Incident had been reported to govemmental
agencles as required.

7. Review of an unusual incldent report dated
dune 29, 2006 an June 25, 2007 at approximately
10:24 AM revealed that Cllent #2 was discoverad
o have a brulse on his right arm, Interview with
the Housa Manager on June 25, 2007 at
approximately 10:25 AM revesled she was aware
of the Incident and that the facillty’s incident

w153

See page 8
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Continued From page 10

manager had forwarded the Incident to the
Dspartment of Health (DOH). There was no
documented evidence that this incldent had been
reportad to governmental agencles as required.

8. Review of an unusual ineident report dated
August 23, 2006 on June 25, 2007 at
approximately 10;26 AM revealed that Client #2
fell and sustained a laceration on his forehead
and was transportad via 811 to the Smerancy
room and treated with nina sutures end releasad,
Interview with the House Manager on June 25,
2007 =t approximately 10:27 AM revsaled she
was awarg of the Incident and that the facility's
incident managemeant coordinator hag forwarded
tha incident to the Daparment of Health (DOH).
There was na dacumented evidenca that this-
incident had been reparted to governmenta)

9. Review of ar unusual incidant report dated
May 13, 2008 an June 25, 2007 at approxXimately
10:28AM ravealed that Client #4 had €loped from
the facilty on that date at 2:00PM and was found
by the D.C. Matrupolitan Polics. Intarview with
the House Manager on June 26, 2007 at
appraximately 10:30 AM revealed that she was
awara of the Incident and that the facility's
incldent managment coordinator had forwarded
the incident to the Department of Health (DOH).
There was no documentad svidenze that this
incident had been reported to govemmentsl
Bgencies as required,
483.420(d)(3) STAFF TREATMENT OF
CLIENTS

The facllity must have svidence that all alleged
violations are thoroughly investigated,

W 183

See page 8

W 154
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This STANDARD is not met as svidenced by:
Surveyor, 19076

Baseq on interview and review of medical records
the facility Talled to docurnent the provision of

| thorough investigations of injuries of unknown
orlgin for the two of three ollents inthe sampla,
{Client #2 and Cliant # 8)

The finding includes:

1. Review of an unusual incident report dated. Investigation of the incident mvolving Client # 2
June 20, 2007 on June 25, 2007 at approximaiely from the unusual incident report dated 6/20/07 will
10:15 AM revealed that Client #2 was discovered | be conducted.

{0 have 4 bruise on his right amm, Interview with
the Houss Manager on Juna 25, 2007 at
approximately 10:16 AM revealad she was awarg |
that the incldent had not been investigated, Thera
was no evidence that this incident of unknawn
origin was investigated.

. e o Cliomt # 6
4. Review of an unusual incldent report dated Investigation of the incident involving Client # 6 1131/07
Msay 1, 2007 on Juna 25, 2007 at approxdmately ﬁon& t'r(:te Iénusual mcident report dated 5/1/07 will be
10:17 AM revealed that Clignt #5 sustzined culs conducted.

on the fingars of the left hand. Interview with the
House Manager an June 25, 2007 at
approximately 10:18 AM revesled she was aware The investigation/s and all supporting documentation
that the incident had not besn investigated. There will be forwarded per policy and procedure.

was nu svidence that this incident of upknown
origin was investigated,

W 159 | 483.430(3) QUALIFIED MENTAL . W 158
RETARDATION PROFESSIONAL

Each client's active freatment program must be
integrated, conrdinated and monitored by a
qualified mental retardation prafessional.
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This STANDARD is not met as evidenced by:
Surveyor: 12076

Baszed on interview, and record review, the
Qualified Mantal Retardation Professional
(QMRP) falled to ensure the coordination of
sarvices for six of six clients in the facillty. (Client
W1 #2H3 #4358 and #6)

The findings include;

1. The QMRP failed 1o coordinate services with
Cllent#1's day pragram to ensure that he was
served a ground diet as evidencsd by

Obsarvation during the lurich mealtimea at the day
program on June 25, 2007 at approximately 12:15
PM revealed ihat Clisnt #1 was served s pureed
diet in a sectioned paper plate, Further
observation revesled that Client #1 was eating at
a'very rapid pace and was verbally prompted to
slow down his eating pacs. The cllent complied
and than suddenly got out of his chair holding his
plate while continuing to eensume the foad. The
staff physically/verbally had to stop the-client from
eating and raturn to the table for the remainder of
his mesl. In an interview with the day program
staff on June 25, 2007 at approximately 12:25 PM |
it was acknowledged that Client #1 was on a
groaund diet. Further interview revealed that Cllent
#1-did have a current m=altime protocal dated
February 5, 2007 which indicated that the client
was on @ ground diet. Review of the Nutrition
Assessment dated January 24, 2007 on Juns 28,
2007 at approximately 2:30 PM revealed that
"based on the December 10, 2008, swaliowing
study Ghient #1 was recornmended an 1800
calerie, low fat, iow cholesterol ,nio added salt
ground diet moistened with gravy diat', There
was na evidence Client #1 was served a ground

Cross Teference response to W120.

4422 20TH STREET, NE
SYMBRAL WASHINGTON, DC 20011
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'In an Interview with the House Manager on June

Continued From page 13

diet as recommended by the nutritionist in the day
pragram.

2. The QMRP falled to ensure thatall staff had
been effectively fralned to implament emergency
maagures for six of six clients in the facliity as
avidenced by

Interview with the Housz Manager on June 26,
2007 at approximately 4:58 PM reveaiad that all
staff was net trained in.CPR. Record review on
June 26, 2007 at approximately 4:59 FM

revealed that two out of eleven staff-did not have
current CPR certificztions. Thare was no
documented evidence that all direct care staff had
CPR training and current CPR certifications.

3. The QMRP fajled to ensure that all staff had
been effectively frained to implement emergancy
measures for six of six clients in the facility as
evidenced by:

26, 2007 at approximately 4:56 PM
acknowledned that all staf was not trainad in First
Ald. Record review on June 25, 2007 at
approximately 4:57 PM revealed that thraa out of
eleven staff did not have current First Ald
cerifications, There was no documented
evidence that alf direct care staff had First Aid
training and current First Aid certifications,
483.430(b)(5) PROFESSIONAL PROGRAM
SERVICES

Professional program staff must be licensed,
certifled, or registered, as applicabls, to provide
professional services by the Siate in which.-he or
she practices,

W 159

W 170

. (x5,
COMPLETION

DATE

All staff lacking training in CPR. will recejve training,

All staff lacking training in First Aid will receive

training.

The QMRP and House Manager will review staff

training needs on a monthly basis and register staff
for training within 60-days of the expiration dates of

| eusrent training. A schedule of upcoming training

will continue to be posted in each facility,
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This STANDARD s not met as evidencad by:

The professional licenses for the Social Worker and
Surveyor: 18076

Primary Care Physician have been obtained. The
Program Director will ensure that the professional

. 7/16/07

Based on staff Intarview and record revigw, the licenses of all consultants are in compliance and
facillty failed to ensure that =il professionals are maintmnet'i on file in a conspicuous manner per
licensed and/or certified in accardance with the. HORA ghidelines,

District of Columbia Laws.
The finding include;

The review of perssnnel records on June 28,
2007, at approximatsly 12;45PM indlcated that
the professional licenses for the Primary Care
Physiclan and Social Worker wera not availabla
for review. There was no evidence that the
Primary Came Physlclan and Social Worker wars
currently licensed in accordance with the Healih
Occupation Revision Act (HORA), Title 3 Chapter
12, Section 3-1205.12 ("Each licenses shall
display the lisense eanspicuausly In any and ain
places of business or smployment of the
licenses,")

W 189 | 483.430(g)(1) STAFF TRAINING PROGRAM ‘W 189

The facility must pravide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectivaly.
efficiently, 2nd compstently,

This STANDARD ix not met as evidenced hy:
Surveyor: 18076

Based on observatlon, Interview and record
raview, the facility failed to ensure that each
employee was provided with injtial and coniinuing
training that enabled the employse fo parform his
or her duties effactively, officiently, and

L
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W 188

W 192

2. Cross Refer to W154. Tha facillty falled to

toward clients’ health needs.

Continued From page 15
competently.

The findings include:

1, Cress Refer foa W183, The facilily fallad 1o
ensura that staff had received effective training
on raporting unusal incidents fo the Department -
of Health,

ensure that staff had received eifective tralning
on investigating unusual incldems.

3. Cross Refarto W192. The facilly staff falled to
ensure that staff had received effective fraining in
Implementing emarancy measures .

4. Cross Refer to W440. Tha fagility fajled to.
ensure that staff had received effestive training

on doecumenting evacuation drills quarterly on all
shifts, . '

5. Cross Refer to W441. The facility fziled to
ensure thai staff had recejved effective training
on documanting evacuation drills under variad
conditions,

483.430(e)(2) STAFF TRAINING FROGRAM

For employees who werk with clients, training
must focus on skills and compstencias directad

This STANDARD s nat mat as evidenced by:
Survayar; 19076

Based on obiservation, siaff intsrviaw and record
review, the fagility failed to effectivaly fralp staff to
implament emergency measures for six of six

W 188

Reference response to W153. Cross reference
W149,

Reference tesponse to W154.

|Reference response to W159 #2-3

Reference response to W440.

Reference response to W441.

W 182

7/31/07-Ong
oing
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| review on June 25, 2007 at approximately 4:57

Continued From page 18

clients in the facility, (Clients #1, #2, #3, #4, 5 and
8) .

The findings includa:

1, Interview with the House Manager an June 26,
2007 at approximately 4:58 PM revealed that all
staff was not trained in CPR_ Record raview on
June 26, 2007 2t appraximately 4:59 PM

revaaled that two out of eleven staff did not have
current CPR cerfifications. There was no
documented evidence that all direct care staff had
CPR training and cwrent CPR certifications,

2. Interview with the House Manager on June 25,
2007 at approximately 4:56 PM acknowiadpged
that all staff was not trained in First Ald. Record

PM revealed that three out of eleven staff did not
have curent First Aid certffications, There was
no documented evidence that all direct care staff
had First Ald training and current First Aid
certifications.

483.440(f)(3)(ii) PROGRAM MONITORING &
CHANGE

The committes should insurs that thase programs
are conducted arily with the written Informed
consent of the cllent, parents (If the client is-a
minor) or lega! guardian.

This STANDARD is not met as evidenced by:
Surveyor; 19078

Based on observation, staff interview and record
review, the facility failed to ensure that egch
client's behavior Intervantion technique, including
the use of behavior modification drugs was

W 182

Reference response to W159 #1.

Reference response to W159 #2.

W 263
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conducted with the written informed consent of
the cliant, parents (If the client Is 2 miner) or lagal
guardian for-one of two clients in the sample
(Client #3).

Tha finding Includes:

Cross Refer fv W124, The facility fziled fo obtzin
informed consent prior to the use of restrictive
measures as describad in Client #3's Behavior
Support Plan (BSP) as evidenced by;

Observation of the evening medication
administration on June 25, 2007 at approximately
5:55 PM, revealed Client #3 recsived Risperdal
1.5 mg and Trazadone 150 mg by mouth.
Interview with the nursing sfaff on June 28, 2007
at approximaisly 6:05 PM revealed that the
medication was prescribed for behavior
management. Review of the Client#3's
physicians orders dated June 1, 2007 on June 26,
2007 at approximately 3:50 PM revealed that
Risperdal 1.5 mg and Trazadone 150 mg by
mouth twice a day and Haldol Deconvate 100 mg
IM every two weeks was incarporated in a
Behavior Support Plan (BSP). Review of Client
#3's Psychalogical Assessment dated February 4,
2007 on June.26, 2007 at approximately 4:50 PM
indicated that he does not evidence the capacity
to make independant decisions on his behalf
reqarding his habilitation planning, placement,
treatment, financial and madical matters and can
ot giva informed copsent. Review of the BSP
dated February 21, 2007 on June 26, 2007 at
appreximately-4:56PM revealed that Client #2 has
targetaed behaviors that include elopement and
physical aggrassion. Further review revealed a
raecommendation for a manuel restrzint
procesdurs by fralned staff to controt apgressive
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Reference response to W124.
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W 283 | Continued From page 18

-behaviar, Intarview with the Houss M=anager and
record raview on June 28, 2007 at'approximately
5:00 PM revesled that staff has never usad the
manuel restraint proceedure on Client #43.
Further interview revealad that Client #3 =150 has

| ona to one staffing support 24 hours 3 day. The

Human Rights Gormnmilttze (MRC) minutes were

raquested, however at the time of the survay tha

facility fallad to provide evidence of the HRGC
minutes. There was no documentsd evidence
that tha facility had obiajned written infarmed
consent for tha use of Client #3's BSP.

W 322 | 483.460(a)(3) PHYSICIAN SERVICES

| The factiity must provide or ebtain preventive and
1 geners] medical carag,

This STANDARD Is not met zs evidenced by,
Surveyor: 19076

Based on observation, staff interview, and record
review failed to provide preventive and general
care for two of three cilents in the sample. (Client
#1and Cllent #3)

The findings inciude:

{ 1. The facility's medical services falled to ensura
that Client #1's psychotroplc reviews warg in the
medical record 3s.evidenced by:

Qbservation of the evening medication
2dministration on June 25, 2007 at approximately
8:15 PM, revealed Cliant #1 received Loxapine
50mg and Depakote 750 mg by mauth. Interview
with the nursing staff on June 265, 2007 at
approximately 6:168 PM ravealsd that the
madication was prescribed for behavier

W 263

W 322

The Designated/Medication Nurse will ensure that 7/16/07
Client #3 is encouraged. to participate in his
edication administration to the extent of which
mssessed capable,

FORM CMS-2667(02+88) Previous Versions Dihzalaty Evant ID: QKCRY1
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W 322

‘Client #1 has an Axis | dlagnosis of Autism,

1 &. The facility's medical services failed to ensum

Continued' From page 19

management. Review of Client #1's Psychiatric
Assessment dated August 30, 2004 on June 26,
2007 at approximately 1:10 PM ravealed that

Review of Client#1's medical recard on June 26,
2007 st approximately 1:15 PM ravealed that
there wars no psychotropic reviews for April and
May 2007. Ins an interview with the House
Manager on June 26, 2007 st appraximately 1:30
PM it was acknowiedged that Client 21 did not
have psychatropic reviews far April and May 2007

that Client #3's psychotropic reviews wera in the
medical record as svidenced by:

Observation of the evening medication
administration an June 25, 2007 at approximately
§:55 PM, revealed Cllent #3 received Risperdal
1.5 mg and Trazadone 150 mg by mguth,
Interview with the nursing staff on June 25, 2007
at approximately 5:05 PM revealed that the
medication was prescribed far bahavior
management Review of Client #3's Psychiatric
Assessment dated Fabryary B, 2007 on June 26,
2007 at approximataly 3:30 PM revesled that
Client #3 has an Axis | diagnosis of Chronic
Undifferentiated Schizophfenia. Review of Client
#3's madical record on Junz 26, 2007 at
approximately 3:35 PM revealed that there were
no peychotropic reviews for April and May 2007.
In @an interview with the Housa Manager on June
26, 2007 at approximately 4:40 PM it was
acknowledged that Cliant #3 did not have -
psychotropic reviews for April and May 2007,

3. Cross refer to W331.1. The facifity's nursing
sarvices failad to ensure that the results of Cllent
#3's EEG studies were obtained,

W a2z

Nurse has followed up with the pgychiatrist to obtain
the reviews from the psychotropic meetings held in
April and May 2007, Nurse will ensure that the
Psychotropic review forms are obtained and filed in
the clients records within 24 hours following the
medication review.

7/16/07

Ll'he EEG results have been obtained and filed for
Client #3. Medical staff in conjunction with QMRP
and House Manager will ensure that the results of
laboratory studies are obtained and filed in the client
records.

7/16/07
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4. Cross refer o W371.2. The facility's nursing
services falled to enswre that Gllent #3

.| parlicipated in a self-medication program.

W 331 483.450(c) NURSING SERVICES W 331

The facility must provide clignts with riu rsing
sarvices In accordance with thelr needs.

This STANDARD is not met as svidenced by:
Surveyor; 18075

Based on staff interview and record review the

facility failed to ensure nursing services in

accardance with the needs of one of three clients
In the sampls. (Client # 3)

Tha findings includea: :
’ Cross reference response to W322 #3. 7/16/07
1, The facility's nursing services failed to efisure
that the resuits of Cllent #3's EEG studies were
oblained d@s evidenced by:

Review of an EEG capsuit dated Szptember 28,
2008 on Juna 20, 2007 at appraximataly 4:D5PM
revealed that Client #3 had en EEG performed on
that date and that the facility could cell for the
results, )nterview with LPN on June 28, 2007 at
approximately 4:08 PM revealed Client #3's EEG
results were not obtained. Thers was no
documanted evidence that the results of the EEG
results were obtained by the facility, '
7/16/07
2. Cruss rsfer to W371.2, The facility's nursing Cross reference response to W322 4 1.
services falled to snsure that Cliernit #3 '
participated in a self-medication program, .
W 371 4B3.480(K}4) DRUG ADMINISTRATION W 371 [See page 22
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DEFICIENCY)
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W 3T

‘that clients are taught ta administer their own

determines that seli-administration of medications

-participated in a self-medication training program,

| @ setf-meailication assessment but did not have a
| self-medization program. Review of the

| indicated that Client # 3 was recommended

Continued From page 21 ‘
The system for drug administration must assure

medieations if the interdisciplinary team

is an appropriate objective, and if the physician
does not specify otharwise,

This STANDARD is not mat as gvidancsd by:
Surveyor; 18078

Based on observations, staff interview and the
review of records, the facility failed to implement
an effective system to ensure that each client

for ane of three clients in the sample. (Client #3)
The finding includes:

During the observation of the evening medication
Pass, on June 25, 2007 at approximately 5:55
PM. Clisnt #3 was administered Risperdal 1.5 mg
and Trazadone 150 mg by mouyth by tha LPN.
Client #3 was observed to bring a cup of water to
the tabls when he came to recsiva his
medication. Further abservatign revesjed that
Client #3 was abje to independently hold his
medicationcup and cup of water and consume
thre contents with-out spillsgs. Client 23 was
observed ta pour L actulose 30 ml iy g Cup, mix
water in the cup and stir the canients with a
Spoon before consuming the medieation,
Interviaw with the LPN an Junae 25, 2007 at
approximately 5:57PM reveaied that Client #3 had

self-medication assessment dated February2,
2007 on June 25, 2007 at approximataly 4:11PM

W 3irn

Cross reference response to ' W322 #1
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W 871} Continued Fram page 22 W 371
monitor level of participation medication ,
administration in the next 90 days. Review of the
Individual Support Plan (15P) dated February 2,
2007 recommended that Client#3 "laem
self-medication”. There was no svidence that the
client was given the opportunity to participate In 5
self- medication program,
W 440 483.470(1)(1) EVACUATION DRILLS W 440

| weekday and waekend shifts ara as follows:

| 2007 at approximataly 5:45 AM revealed that fire

Tha facility must hold evacuation drils at least
Quarterly for each shift of parsonnel,

This STANDARD is not met as avidenced by:
Surveyor: 19078 '
Basad on record review, the Tacility falied to hold
&vacuation drills quarterly on alt shifts.

The finding includes:

Interview with tive House Manger on December
21, 2006 revealed that the staff schedules for the

Weekday Shifts are as fallows:

Day shift 9:00 AM [Clients 9o {0 day program]
Evening shift: 2:30-PM to 11:00 FM
Night shift: 11:00 PM to 2:00 AM

Weskend Shifts are ag follows:

Day shift: 9:00 AM to 9:00 FM
Overnight 9:00 PM ta 8:00 AM

Reviaw of the gvajlable

fira.drill records dated
from March 6, 2008,

to.June 4, 2007 0n June 25,

[The QMRP and House Manager will review the fire
drill records at least bi-weekly and monitor the
implementation and documentation of fire drills to
ensure that fire drills are conducted on a quarterly
basis for each shift under using different exits and
under varied conditions.

{7/16/07-Ong |

oing
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W 440

W 441

‘were nof conducted on the day shift during the
| fourth quartar, There was no evidance that BVEry

-This STANDARD is not met as evidenced by:

‘Based on staff intarview and record verificafion,

Continued From page 23

drills were not conducted on the day and night
shift.during the second quarier. Further review
revealed that firs drills wers not conducted on the
night shift during the third quarter and ‘fire drills

shift of personnel conducted an evacuation drill at
Iast quarterly,

483.470())(1) EVACUATION DRILLS

The facility must hold evacyation drills under
varied conditlons,

Surveyor: 18078

the facility failled o hold avacustion drills under
vatied condifions,

The finding ncludes:

On June 25, 2007 at approximately 9:45AM
review of firg drill records and interview with the
House Manager revealsd that during the past
year, staff had not practiced exiting through all
four egresess of the facility. Most fire drills were
conducted via the front and side exits. Thers was
no evidence that evacuation drills wera being held
Under variad congitions,

W 440

W 441

Reference response to W440

Additionally the QMRP/House Manager will ensure
that staff receives in-service training on fire drills

| that will result in conducting drills at varied weather

conditions.
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Surveyoy: 19078
Based on interview and recard review, the facility
failed to ensure that sll staff had palice
clearances on file,
The finding Includes:
Review of slaven personnel records on June 25, Police clearances have been obtained for staff g 7/12/07
2007 at approximately 4:40 PM ravealed no and P
documented avidence of 3 polise clearance for
two staff members, Staff (IR and ER)
Health Regulagon AdminEbaton
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1000( INIAL COMMENTS t oon

L Surveyor: 19076

A licensure survey was conducted from June 25,
2007 thru June 28, 2007. A random sample of
thres resldents was selected from a resident
papulation of six malas with varinys disabillies,
The survey findings were based on observations
In the group home and three day programs,

| interviews with residents, residantial, day
program, nursing and administrative staf,
Review of records, including investigations of
unusual inciderits was also conducted.

1-001| 3500,7 GENERAL PROVISIONS 1 009

Each greup home for mentally retarded persons
(GHMRP) shall comply with the ganaral
provislons stated in chaptars 73 through 17 of

| Title 22 of the District of Calumbla Muinicipal
Ragulations (DCMR).

This Statute is not met as avidenced by:
Surveyor; 19076

Basad on observations, interviews and review of
records, the facility's governing body provided
general operating direction ovar the facllity,
except in tie following areas:

Tha finding includes:

The gavaming body failed to ensure the
maintenanca of the facility's environment, as
evidencey by;

Peeling paint around the exterior fiont window

" . xt 1 front door and
. Peeling paint around the extarior front window frames, panc] ;:ml:nil:t to.the gutters on the 716/07
frame; : _ front of the facility has been scraped and
) i ainted.
b. Paaling paint around the exterjor frant panal P

Health Reguletion Agministaton
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1001} Continued From page 1 1001
next to the front door of the facility; '
The broken chair in the backyard has been 7/16/07
©. Broken chair in the backyard; discarded.
d. Peeling paint on the exterlor front pansls next See page 1
to the gutters-on the front of the facility; and The rusted areas on the backyard fence has been” 7/31/07-Ong
. d wi foncing, . .
e. Rust on fence posts in the backyard. removed and replaced with new fencing oing,
The house manager will complete a routine
| 041} 3502.2(a) MEAL SERVICE / DINING AREAS 1 041 environmental check and forward all requests for
repairs to maintenance.
Modified diets shall be as foflows:
(@) Prescribed in the resident s Individual
Habilitation Plan and the record of the
preseription for the modified dist shall be kept in
the resident’ s record;
This Statute Is not met as evidenced by;
Surveyor; 19076 :
A current mealtime protocol has been forwa:!ied to |, 116/07 -
Based on observations, staff interview, and Client # 1’2 day program. The QMRP met with day Ongoing
record revisw, tha facliity falled to effectivaly program staff to disouss the nutritional needs of
monltor each clignt's day program to.assure that Client #1. QMRP “ﬂl_“};‘“" that C‘“’“tﬁ lis
the needs were met for one of three residerts in effectively monitored in his day program by visiting
the sa mpla. (Resident #1 ) routinely and providing ongoing training as necessary
’ regarding Client # 1°s support needs.
The finding includes:
Obsenvation during the (unch mealtime at the day
program on June 25, 2007 at approximataly
12:15 PM revealed that Resident #1 was served
a puread diet In a sectioned paper plate. Further
| ebservation revealed that Resident#1 was gating -
at 2 very rapid pace and was verbally prompted to
slow down his eating pace. The cliant compied
and than suddenly gat out of his chair holding His
Plate while continuing to consume the food. The
staff physicallyvarbally had io stop the client fram
eating and return to the tabie for the remainer of
Heaith Reguistion Administration _
STATE FORM Ghan QKCR11 If esntinpalion shest 2 of 18
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1 041 Continuad From _pa@é 2

his meal, In an interview with the day program
staif on June 25, 2007 at appraximately 12:25
PM It was acknowladged that Resident #1 was on
a ground diet. Further interview reveaied that
Resident#1 did have a cument mealtime protoco)
dated February 5, 2007 whieh Indicated thit tha
clisnt was ona ground digt. Review of tha
Nutrition Aseessment dated January 24, 2007 on
June 28, 2007 at approximately 2:30 PM revealed
that "based on the December 10, 2008,
swallowing study Resident #1 was recommendead
an 1800 calorie, low fat, low cholesterol ,no
added salt ground diet moistened with gravy dlet',
There was no evidencs Resident #1 was served
a ground dlet as recommended by tha nutritionist
| In the day program.

1135 3506.5 FIRE SAFETY

Each GHMRP shall conduct simulated fire drills in
Order to test the effectivensss of tha plan at least
four (4) tmes a yesr for each shift.

Thig Statute is not met as evidenced by:
Surveyar: 19076

Based on record review, the facllity failed to hold
avacuation drifls quartarly on all shilfts.

The finding Includes:
Interview with the House Manger on December

21, 2006 revealed that the staff schedules for the
weakday and weekend shifts ara as follows:

Waeakday Shifis éra as follows;

Day shift: 9:00 AM [Clients go to day prograr)]
Evening shift: 2:30 PM to 11:00 FM . '
Night shift 11:00 PM to 8:00 AM

1 041

1135

The QMRP and House Manager will review the fire
drill recorde at least bi-weekly and monitor the
implementation and documentation of fire drills to
ensure that fire drills are conducted on a quarterly
basis for each shift under using different exits and
under varied conditions.

7/16/07-Ong
oing

Haalth Regulation Adminisiration
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1138 | Continyed From page 2 1138

| Weskend Shifis are és follows:

Day shift 3:00 AM o 2:00 PM
Overnight: $:00 PM fo 9:00 AM

Review of the available fire drill records dated
from March 8, 2008, to June 4, 2007 on June 25,
2007 at approximately 9:45 AM revealed that fire
arills were not conducted.on the day and night
shift during the second quarter. Further review
revesled that fire drills were not conducted on the
night shift during the third quarterand fire drills

! were not conducted on the day shift during the

i fourth quarter. There was no evidence that avery
; shift of personnel condusted an-evacuation dril at
least quarierly, :

1161 3507.2 POLICIES AND PROCEDURES 1181

The manual shall be approved by the governing
body of the GHMRP and shall ba reviewed at The policy and procedure manual has been reviewed. 7/20/07
least annually. 1 and approved by the governing body. Evidence of
the review is on file in the policy and procedurs

. manual. The policies and procedures will be .
This Statute is not mst as evidenced by: Teviewed by the govemning body on an annual basis.
Surveyor: 18076
Review of the policy and procedurs manual on
U June 26, 2007 at approximataly 7:00 PM revealed
: no evidance of an annual review by the GHMRP's
goveming body. In an interview with the Qualified
Menta| Reatardation Profeesional (QMRP) it was
acknowladged that the annual review by tha
EHMRP's governing body had not been done.

1183 3507.4(a) POLICIES AND PROCEDURES 163

The manual shall Incorporate policles and
procedures for at Jegst the following:

‘Heaith Regulation Afinistration
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(2) General administration, which covers the
governing body, organization charts, intsmal
‘assessment of the qualty of care, and fiscal
managsmeant;

This Statute is not met es evidenced by:
Surveyor; 18076

| Based on staff interview and recarg review, the
facllity fajled to develsp and lnplement its
established policles to ensure the health and
safety for six of the six residents in the. sample,
(Resident #1,#2 #3 #4 #5 and #8)

The finding includes:

1. Cross rafer to W153, The facility falled to
develop a palicy on reparting incidents that pose
a risk to client health or safety to govemmental
agencies, as required by DC regulation (22
DCMR Chapter 35 Secilon 3519.10) as
evitenced by:

Interview with the Qualified Mental Retardation The Program Director will revise and clarify the
Profe | agency’s Policies and Procedures to further address 7/31/07

rofessional (QMRP) on June 25, 2007 at identification, classification and handling of meidents
approximately 4:15PM revealed that the faculity lfolllcljwin Ie?ulamry guidelines. Incidents will be
did nat report Incidents that posed a risk to clisnt managod i Secordae with DG regulation 2
health or safety to the Department of Haalth DCMR Chapter 35 Section 3519.10. Staff will be
(DOH). Review ofthe faclilty's “Incident

' re-trained on the incident reporting procedures. The ‘
Management Poliey” on June 25, 2007 at incident alleging abuse and neglect for Client # 3 will
approdimately 4:25PM revealed that allegations be forwarded to DOH. ‘

of abuse, neglect and mistreatment ara to ba
reported no later than sight hours to the DOH,
Thera was no documented evidencad that the
facility reportety incidents that posed & risk to
client health ar safety to the DOH.

2. The facility failed to implement their policy on
reporting Incldents of neglect o governmental
&gencies, as required by DC regulation (22
FEaln Repulalon Adminsralion
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Cantinued From page 5

DCMR Chapter 35 Saction 3512.10) a5
evidenced py:

Intsrviaw with the House Mansger on June 25,
2007 at approximately 4:20 FM revealed that the
facility did report allegations of neglect no later
than eight hours to the DOH. Review of an
unusual incident raport dated May 25, 2007 on
June 28, 2007 at approximately 10:19AM
revealedthat Cliznt #2 who had one to ane
staffing eloped from the facilty on that date, There
was no documented evidenced that the DOH was
notified of the incident.

3. The facility fall=d to impisment their palicy @n
reporting incidents of abuse to governmental
sgencies, as required by DC regulation (22
DCMR Chapter 35 Section 3519.10) as
Bvidenced by:

Review of an unusual incident report dated March
2, 2007 on June 25, 2007 at approximately 10:19
AMTevealed that Resident #3 was pushed by
Direct Care Staff #1 after Resident #3 spat on the
direct care staff, Interview with the Housa
Manager on Juna 25, 2007 at approximately
10:20 AM revealed thet Direct Care Staff #1 was
immadiately removed fram duty and subsequently
terminated her employment from the facliity,
Raview of the facllity's "Incldent Management
Polisy” on Junz 25, 2007 at approximatsly
4:25PM revealrd that sllegations of abuse,
neglect and mistreatment ara to be reportad no
later than eight hours to the DOM. There was no
documented evidence that this Incidsnt had baen
reporied 0 governmarntal sgencies as required,

$508.8 PERSONNEL POLICIES

Each employse, prior te mployment and

(183

1 208

reports

See page 5

Additionally, QMRP will ensure that all incidents

are generated to all pertinent parties and

investigated according to policy and procedure.

7/31/07
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annually thareafter, shall provide a physician ' s
cadification that a health invantory has been
performad and fhat the employse’ s health status
would allow him or her to psrform the required

dulies, :
] The health certificates for all staff and consultants
1 have been obtained. Program Director/Human, 7/20/07-ong
; Resources will ensure that all health certifications are| 0Ing
| This Statute Is not met as svidenced by: updated annually for each, staff consultant and
Survayor: 1.9078. . maintained in the personnel records,
B.ESEU on interview and record rgview, the facliity Staff/consultants will be notified of the need to
failed to ensure that all staff had currant health submit 3 cutrent health certificate within 60-days of

certificates on fila. the current one’s expiration.

The finding includes:

Review of personnel reesrds on June 28, 2007
at approximately 4:59 PM revealed no
documented evidence of current health
certificates for wo direct staff membsrs, two
LPN's, ape RN, Primary Care Fhyslcian,
Psychologist, Social Worker and Physical
Theraplst-consuitants, In an interview with the
House Manageron June 26, 2007 at
approximately 5:10PM It was acknowledged that
the health certifications wera not avallable guring
the survey,

1227} 3510.5(d) STAFF TRAINING 227

Each training program shall include, but not be
limited to, the following:

(€) Infection control far staff and rasigents:

This Statute [s not met as evidenced by:
Surveyor; 19074

Based on nbservation, staff Interview and record
review, the facility fsiled ta effactively trajn staff to
Health Ragulation Adrinsrakon
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1227 Continued From page 7 1227
| implemeant emergency measures for g of gix
residents in the facility. (Resident #1, #2, #3, #4,
Sandg)
The findings include:
1. Interview with the House Manager on June 25 : PRI ; ;
) : ' aff training in CPR will
2007 at approximately 4:58 PM revealed that al| mg inclang e e
staff was not tralned in CPR. Record review on
June 26, 2007 at approximately 4:59 PM 7/31/07-Ongo
revealsd that two out of eleven staff did not have ing
curreht CPR certifications. There was no
documented evidence that il direct care staff
had CPR training and curent CPR certifications.
2. Interview with the House Manager on June 25, . NP ;
2007 at approximatsly 4:56 PM acknowlzdgad g 8 ToEining i Fist Aud will reocive
that all staft was not tralned in First Ald, Record ’
raview on June 25, 2007 at approximately 4:57 {The QMRP and House Mansger will review staff
PM revealed that three out of eleven staff did not training needs on 2 monthly basis and register staff
havecurrent First Ald certiflcations. There was for training within 60-days of the expiration dates of
no documented evidence that all direct care staif current traming. A schedule of upcoming training
had First Aid training and current First Aid will continue to be posted in each facility.
| certifications.
1'261| 3512.2 RECORDKEEPING: GENERAL 1261
1 PROVISIONS
‘ . The health certificates for all staff and consultants
Erch record shall be kept in a centrallzed file and have been obtained. Program Director/Human
made svallable at all times for Inspection and Resouzces will ensure that all health certifications
review by parsonnel of zuthorized regulatory |are updated annually for each staff consultant and
agencles, mamtained in the personnel records.
Staff/consultants will be notified of the need to
This Statute is nat met as evidencad by submit a current heslth certificate within 60-days of
Surveyor: 19076 ' T the current one’s expiration.
1379 3519.10 EMFRGENCIES 1378
In addition to the reporting requirement in 3519.5,
Heallh Repulation Administraton
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-eachy GHMRP shall notify the Deparbmient of
Health, Heaith Facilities Divislon of any ether
unusual Incident or evant which substantially
IMerferes with a resident’ s . health, welfare, living
anmngament, well being or in any other way
piaces tha resident at risk, Such notification shall
‘ be made by telephane immediately and shall be
1 _ followed up by written notification within

{ twenty-four (24) houra ar the next work day.

This Statute is not met as svidenced by:
Surveyor; 19076

Basad on interview and record review, raport
incidents that pose a risk to client health or safaty
to governmental agencies, as required by DC
regulation (22 DCMR Chapter 35 Settion
3519.10).

The findings include;

1. Review of an unusual incldent report dated IThe Program Director will revise and clarify the

June 20, 2007 on Juns 25, 2.007 &t approximately agency’s Policies and Procedures to further address | //31/07
10:15 AM reveaisd that Resident #2 was identification, classification and handling of

discovered to have a brulse on his right arm. incidents following regulatory guidelines. Incidents
Interview with the House Manegeron June 25, will be managed in accordance with DC regulation

2007 at approximately 10:18 AM revealed she 22 DCMR Chapter 35 Section 35 19.10. Staffwill

was aware of the incident and that the facllity's be re-trained on the incident reporting procedures.

incldent manager had forwarded the incident to The incident alleging abuse and neglect for Client #

the Department of Heaith (DOH). There was no 3 will be forwarded to DOH.

documsnted evidence ihat this incident had been
reported ta governmental agencies as required,

2. Review of an unusual incident report dated
May 25, 2007 on June 25, 2007 at approximately
10:17AM revezled that Resldent #3 who had one
to one staffing eloped from the facilty on that
date. Interview with the House Managear on June
25, 2007 at approximately 4:20 PM raveaied that

Ralth Regulation Adminlstration
STATE FORM t8op
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Direct Care Staff #2 was placed on administrative
leave. Review of a progress note dated May 25,
2007 on June 28, 2007 at approximately 3:00PM
revealed that when Resldent #3 returnad to the
facility on May 25, 2007, his Jeft knee and ankie
was swolian, Thers was no documentad
evidence that this incident had been reported ta-
governmental agencles as required.

[Nots: Review of a pragress note dated May 25,
2007 on June 26, 2007 at approximately 3:00PM
revealed that when Restdent #3 rsturned to the
facility an May 25, 2007, with a swallen {eft knee
. Ravisw of 3 radiclngy report of the right/left
knees dated June 4, 2007 on June 26, 2007 at
approximately revealed that the Client #3 had not
sustained any fractures to the knees)

3. Raview of an unusual incident report dated
May 30, 2007 an June 26, 2007 &t approximately
5:22 PM revealed that while at the day program
Resident #1 waz discovered to hava a “purple
bruise on his left pinky and ring finger”. Further
review revealed that Client #1 was sant to the
emerancy room and was treated and raleased
with & finger splint. Interview with the House
Manager on June 25, 2007 at approximately 5:23
PM ravesled that the incident had been
forwarded to the facllity's Incident managemernt
coordinator. There was no documentsd evidence
that this incident had been reported fo
governmental agencies as required,

4, Reviaw of an unusual incident report dateq
May 1, 2007 on June 25, 2007 at approximately
10:17 AM revealed that Resident #6 sustalned

| cuts on the fingers of the left hand. Interview with
the House Manager on June 25, 2007 at
approximately 10:18 AM revealad she was aware.
of the incident and that the facllity's incident

. See page 9
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manager had forwarded the Incident to the
Department of Health (DOH). Thare wasna
documented evidence that this Incigent had been
reported to governmental agancies as required.

5. Review of an unusual incident report dated
April 24, 2007 on Jung 25, 2007 at approximately
10:18 AM revesled that Resldent #6 fell halfeway -
down some staires and than hit his left hand on
the doors plate glass which broke and he was
sent o the emarancy room. Furthar reviaw
revealed that the client was treated and relzasad
withaut sutures. Interview with the House
Managar on June 25, 2007 at approximately
10:20 AM revealed she was awara of the incident
and that the facility’s incident manager had
forwarded the incldant to the Depariment of
Health {DOH). There was no documented
svidence that this incident had been reported fo
govammental agencles as reguired, '

| 6. Review of 2n unusual incident report dated

March 2, 2007 an June 28, 2007 at approximataly
10:22.AM revealed that Resident #3 was pushed
by Direct Care Staff #1 after the cllent spit on the
direct care staff. Interviaw with the House
Manager on June 25, 2007 at approximately
10:23 AM revealed that Direct Care Staff #1 was
immediately remmoved from duty and subsequently
terminated her smployment fram tha facllity.
There was no documented aviderce that this
Incident had been reported to governmental
agencies as required,

7. Review of & unusual incident report dated
Juna 28, 2006 on Junes 28, 2007 al approximately
10:24 AM reves|ed that Resident #2 was
discoverad 1o have a brylse on his right arm.
Interview with the House Manager on Juns 25,
2007 at approximately 10;25 AM raveaied she

(379

See page 9
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was aware of the Incldent and that the facility's |
Incident manager had forwarded tha inciderit to
| the Department of Health (DOH), There was no
documented evidence that this incident had been
reparted to governmental agencies as required.

8: Review of an unusuai incident report dateq
August 23, 2006 on June 25, 2007 at
approximately 10:26 AM revealed that Resident
#2 fell and sustainad a3 laceration on his forshead
and was transported via 911 to the emerency
room and treated with nine sutures and released.
Interview with the House Manager on June 25,
2007 at approximately 10:27 AM revealed she
was aware of the incident and that the facility's See page 9
incident management coordinater had ferwarded
tha incident to the Deparimant of Health (DOH).
There was rio documented avidence that this
incident had been raported to gavarnmantal
Aagencies as reguired,

9. Review of an unusual incident report datad
May 13, 2006 on June 25, 2007 at appraximately
10.28AM revealed that Resldant #4 had eloped
from the facily on that date at 2:00PMand was
| found by the D.C. Metropolitan Police. Interview .. .
' with the House Manager on June 25, 2007 at oot i) e St el s
approximately 10:30 AM revealad that she was. are investigated as applicable and generated to all
aware of the incident and that the facliity's pertinent parties and investigated according to
incldant managment coordinator had forwarded policy and procedure.
the incident to tha Department of Health (DOH).
There was no documsnted evidence that this
incldant had been reported to gavemmental |
agencies as reguired, :

: i

1351 3520 2(a) PROFESSION SERVICES: GENERAL | 1381 . |

PROVISIONS '

|

Each GHMRP shall have avallable qualified : |

professional staff to camry out and monitor ] \‘
Aealth Regulrtian Adminlstration
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|
|
|

necessary professional intervantions, in |
aceordance with the goals and objectives of every |
individual habilitation plan, as detenminad to be |
nacassajy by the interdisciplinaty team, The |
professlonal services may Include, but not be [
limited io, thoss services provided by individuals
trained, qualified, =nd licensed as required by
District of Columbia law in the following
disciplines or areas of services:

' !
(@) Medicine; :

This Statute s not met as evidenceg by:
Surveyor: 18078 ,

Based on observation, staff interviaw, and record
revisw falled to provide praventive @nd general
care for two of three residents in the sample,
(Residant #1and Resident #3)

The findings include:

| 1. The faciity's medical services failed to ensure
that Resident #1's psychotropic reviews ware in
the medical record as evidencad by-

Observation of the svening medication

administration on June 25, 2007 at approximately The Designated Nurse has followed up with the  {7/16/07

8:15 PM; revealed Resident #1 recelved | peychiatrist to obtain the reviews fiom the
Loxapine 50mg and Depakote 750 mg by mauth. psychotropic meetings held in April and May 2007
Interview with the nursing staff on June 25, 2007 for client’s #1 and #3. Nurse will ensure that the _
at approximatsly 6:16 PM ravealed that the Pgychotropic review f_‘on‘ns are obtained and filed.in
madication was preseribed for bahavior the client’s records within 24 hours following the
management. Raview of Resident #1's ‘ medication review.

Psychiatric Assessment dated August 30, 2004 ‘ ‘
on June 26, 2007 at appraximately 1:10 PM
revealed that Resident #1 has an Axis | diagnosis
of Autism. Review of Resident #1's medical

\ record an June 28, 2007 at approximataly 1:15

: PM revealed that there were no psychotropic

Health Regulation Agminisiration
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reviews far April'and May 2007, In an interview
with the House Managar on June 26, 2007 at
approximately 1:30 PM it was acknowl=dged that
Resident#1 did not have psychotropic reviews for
1 April and May 2007
| .
: 2. The facilify's medical services failed to ensure
that Resident #3's paychotropic reviews were in
the medical record as evidenced by: See page 13

Observation of the evening medication
administration on June 25, 2007 at approximately
5:55 PM, revealed Resident #3 received ‘
Riaperdal 1.5 mg and Trazadona 150 mg by
mouth, Intsrview with the nursing staff on June
25, 2007 at appreximately 8:05 PM revealed that
the ‘medication was presaribad for behavior
rr-snagement. Review of Resident#3's
I zychiatric Assessment dated February 8, 2007
on June 26, 2007 at £ “oroximately 3: 30PM
N “mwaaled that Reside~ © 3 has an Axis | diagnosis
i £ C-onle UnéSereimnzad Sehizophrania.
h Sty o of Clie 1t #3's medical record on June 26,
N 2 =7 2t approximataly 3:35 PM revealed that
' - ewere no psychotropic reviews for April and
P @.dv 2007. In an interview with the House
Manager on June 26, 2007 at approximatsly 4:40
BM it was acknnwledged that Resident #3 did not
3 have psychotropic reviews for April and May
2007.

| 35| 3520.2(e) PROFESSION SERVICES: GENERAL | 1385
PROVISIONS

Each GHMRP shall have gvaliable gualified
professionai staff to carry out and monitor
pecassary prafessional interventions, in .
acoordance with the goals and objectives of every
individual habilitation plan, as determined to be
necessary by the Interdisciplinary team. The
; . fizain Regutation Administration
STATE FORM _ uas QKCR11
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Continued From page 14

professional services may include, but not be
imited ta, those services provided by individuals
tralned, quallfied, and licensed as Tequired by

| District of Columbiz law in the following

disclplines or areas of services:
{2) Nursing;

This Statute is not met as evidenced by:
Surveyor: 18078

Based on staff Interview: and record raview the
facility failed to ensure nursing services in
accordance with the needs of one of three
residents Iin the samiple. [Resident# 3)

The findings include:

1. The facility's nursing services failed to ensure
that the results of Resident #3's EEG studjes
wera oblained as evidenced by:

Reviaw of an EEG consult dated September 26,

| 2008 on June 20, 2007 at approximately 4:05PM

revegled that Resident #3 had an EEG performed
on that date and that the facility could-call for the
results, Interview with LPN on Jine 28, 2007 at
gpproximately 4:06 PM revealed Resident #3's
EEG results wers not obtalned. There was no
documented evidence that the results of the EEG
results were obtained by the facliity.

2. Crosg refer to W371.2. The fadllity's nursing
services falled to snsura that Resident #3
participatad in a self-medication program,

3521.7(f) HABILITATION AND TRAINING

The habilitstion and training of residents by the
GHMRP shall include, when appropriate, but not
pe limited fo, the following areas:

1385

1438

The EEG results have been obtained and filed for
Client #3. Medical staff in conjunction with QMRP
and House Manager will ensure that the results of
laboratory studies are obtained and filed in the
client records.

7/16/07

The Designated/Medication Nurse will cnsure that
Client #3 is encouraged. to parficipate in his
medication administration to the extent of which
agsessed capable,

7/16/07
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afion Admilnistralion '

STATE FORM

L

QKCR11

COMPLETR

i cominuatlon ghost 15.of 18




07/01/2007 21:55 FAX 2024429430 HRA @o45/0a7

PRINTED: 08/29/2007

: _ FORM APPROVED
[ Health Regulation Administration ‘
STATEMENT OF DEFICIENGIES X1) PROVIDERVSUPPLIER/CLIA MU GONSTRUCTION (X3} DATE SURVEEY
AND PLAN QF CORRECTION ( ,IDENTJFFGT\/TIDN NUMBER: OQMLLTIPLE CONSTAUCTIC COMPLETED
' - A BUILDING 4
B. WING )
‘ ‘ - D9G174 i 086/26/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ‘
4422 20TH STREET, NE
SYMERAL WASHINGTON, DC 25011
%4 1D "BUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCGY MUST BE PRECEDED BY FULL MREFIX (EATH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY UR LSC IDENTIFYING INFORMATION} TAG CRDSS—REFEREN(ESSEITO THE-APPROPRIATE DATE
DEFICIENGY)
1438 | Conlinued From page 15 1236

() Heatth cara (including skills related to nutrifion,
use and self-administration of medication, first
mid, care and yse of prosthetic and orthotic
devices, preventive health care, and safety);

Thiz Statute Is not met as evidenced by;
Surveyor. 18076

Based on observations, staff interview and the
review of records, the facility failed to Implement
an effeclive system to ensure that each cliant
participated in a self-medication training program,
for one of three resldents in the sample.
(Resident #3)

The finding ipciudes. Cross reference response to 1,395-3520,2 #2.
During the observation of tha evening medication
pass, on June 28, 2007 at approximately ;58
PM, Resident #3 was administered Risperdal 1.5
| ma and Trazagone 150 mg by mouth by the LPN,
‘Resident #3 was observed to bring & Gup of water
| to the table when ha came to recsive hia
medication. Further abservation revealed that
Resident #3 was able o independently hold his
medicationcup and cup of water and consume
thre cantents with-out spillage. Resldent#3 was
observed to pour Lactolose 30 miina cup, mix
water in tha cup and stir the contents with a
Spoen before consuming the medication.
Interview with the LFN on June 25, 2007 at
approximately 5:57PM ravealed that Recident#3
had a self-medication assessment but dld not
have 2 self-medication program. Review of the
self-medication assessment dated February 2,
2007 on Juns 26, 2007 at approximately 4:11PM
Indicatad that Resident # 2 was recommendad "
monitor lavel of participation medication
Edministration in the next 90 days, Review of the
Individual Support Plan (ISP) dated February 2,

Herith Reguiation Administration
STATE FORM
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2007 recommended that Resident #3 “leam
sslf-medication”, There was no avidence that the
client was given the opportunity to participate in a
self- madication program.

1 500} 3523 1 RESIDENT'S RIGHTS [ 500

Each GHMRP residence dirgetor shall ensure
that the rights of residents are observed and
protected in accordence with D,C, Law 2137, this

chapter, and other applicable District and feders)
laws,

This Statute is not met as evidencad by:
Surveyor: 18076

Based on observation, interview and record
verificatian, the facliity failed to ensure the right of
®ach client or ther legal quardian to be informed
of the cllent's madical condition, developmenta| o
and behavioral status, atiendant risks of Assessment for legal guardianship will be completed
treatment, and the right to refuse treatment for for client #3 and pursuance for guardianship will

, : 7/31/07-Ong
ans of two residents in the sample. (Resident #3 oceur based on the assessed needs of Clients #3. oing

i Additionally, QMRP will continue to ensure that
. " |family members are fully knowledgeable and
The finding inchudes: A understand the rights of the clients. QMRP will also

ensure documentation of information regarding all
Observatian of the gvening medication efforts to involve family members in the decision

administration on June 25, 2007 at approximately making process as well as ongoing measures (e,
535 PM, revealed Resident #3 received ' " |Human Rights Committee Reviews to discuss risk
Risperdal 1.5 mg and Trazadone 150 mg by —vg- benefits) to ensure protection of their nghts.
mouth. Interview with the nursing staff on June
25, 2007 at approximately 6:05 PM revealed that
the madication was prascribed for behavior
mznagement, Revisw of the Resident #3' s
physielans orders dated June 1, 2007 on Juns
26, 2007 at approximately 3:50 PM reveaizd that
Risperdal 1:5 mg and Trazadone 150 myg by

- mouth twice a day was incorporated In a Behaviar
i Support Plan (BSP) dated February 21, 2007, to

Heallh Regulation Adminisg=lon
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address behaviors assoclated with elepement
and physical aggression. Interview with the
House Manager an June 26, 2007 at
approximataly 2:55 PM revealed that Resldent
#3 did not have a legal quardian or surrogate -
decision maker. The revigw of Resident #3's
Psychological Assessment dated February 4,
2007 on June 26, 2007 at approximately 4:55 PM
indicated that he does not evidenca the capaclty
to make independent decislans on he behalf
regarding his habilitation planning, placement,
treatment, financial and medical matters and can
not glve informed consent Thare was no
documented evidence that the facilty informed
Resident#3 or a |legally-authorized
representative, as apprapriate, of the health
benefits and risks of treatment associated with
tha use of hia psychoirepic medications and
comesponding BSP, Additlonally, the facility
failed o provige evidence that substitutad
consent had been obtained from a [eyally
recognized individual or enfity.

Health Regulatian Adminisiratien

I(QMRP will continue to pursue securing legal
ladvocacy, as well ag, guardianship resources through
[the quality trust, courts and other applicable
services, based on the individual needs for each
client, Documentation of these ongoing efforts will
[be maintained in the client records.

Client #3’s psychotropic medication regimen will
continue to be evalnated monthly by the psychiatrist
and psychiatric evaluations reviewed and updated
Iper individual assessment and need.

7/31/07-Ong
oing
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